pital treatment were dealt with as outpatients. By the 1850s, there is evidence that a number of hospitals, such as the Middlesex and London, relaxed the byelaws which had discriminated against venereal disease, although it is probable that certain venereal cases, the 'innocent sufferers', were allowed treatment regardless of hospital rules. It would, however, be erroneous to view this as a widespread change in attitude towards venereal disease. Samuel Solly, President of the Royal Medical and Chirurgical Society, informed the government committee (Report, 1868: Q 3898) which was investigating syphilis, that he believed the disease was self-inflicted, was avoidable by refraining from sexual activity, and it was 'intended as a punishment for our sins and that we should not interfere in the matter'. Moral smokescreens kindled by the sexual origins of the disease prevented a rational understanding. It was an amalgam of such attitudes which had made John Syer Bristowe and Timothy Holmes, in their official study of hospitals undertaken in 1862 (Report, 1864) , dispute the legitimacy of treating venereal patients in voluntary hospitals, since they were not regarded as 'fit objects of charity' and absorbed the slender resources of these financially delicate institutions.
Accepting that the number of beds for patients with venereal disease did increase in the first half of the 19th century, Acton (1857, p. 142 ) estimated that in 1856 there were only 297 such beds available in the London hospitals (Table) . This was to cater for a population of almost 2-5 million and, as many contemporaries sourly complained, compared
Received for publication June 19, 1972 unfavourably with the provision in other European capitals.
The Lock Hospital was the only institution in London specially devoted to venereal patients and it experienced a continual financial struggle throughout the period, relying as it did upon public subscriptions. In 1856, its total income was £1,505-17-9 and 445 patients passed through its wards, while a further 2,170 were received as outpatients. Indicative of the incidence of the disease was the fact that 8 per cent of the total beds at St. Bartholomew's and almost 10 per cent of the beds at Guy's in 1856 were earmarked for the more difficult venereal cases.
Outside London the supply of beds and the admissions policies were no less varied. In the rapidly growing industrial towns, the practice ranged from hospitals such as the Newcastle Infirmary, where forty of the 215 beds (18-6 per cent.) were allocated to venereal cases, to those such as the Manchester Royal Infirmary which rarely admitted any venereal cases at all, as Manchester had its own 'lock' hospital. The (i) In a cup-shaped ulcer on an indurated base.
(ii) In a shallow abrasion on an indurated base.
(iii) In a deposit of well-defined induration beneath unbroken skin (Report, 1868, p. vii) . From the first two a serous fluid exuded. These sores were believed to have a longer incubation period than the simple sore, of from 15 to 25 days, but it was also thought that this may have been the consequence of a failure on the part of the patient to inform the doctor as they tended to be less painful than the soft sore. As with the soft sore, the inguinal glands became enlarged. The sores were also known to vary in size, texture, and colour depending upon their location and the health of the infected person.
The nagging problem facing venereologists was to decide in the early stages of the disease which sores were simple and which would be likely to result in secondary and tertiary syphilis. The government committee admitted that 'the evidence is conclusive as to the impossibility of pronouncing with certainty upon the character of a sore on its first appearance' (Report, 1868, p. viii) . As numerous medical men were aware, no amount of experience could ensure that the most innocent-looking soft sore would not terminate in constitutional syphilis. Some 4 to 10 weeks after the primary sores had disappeared, the secondary stage commenced. The distinctive features were a feeling of lassitude and depression, aching in the joints and limbs, and generalized eruptions, usually beginning as pale pink before turning a copper colour; the throat and mouth also became affected. At this stage the disease was held to be non-infectious.
The symptoms subsided after a 'number of months' and there followed a period of quiescence of an indeterminate length before the tertiary symptoms appeared. At Concerning the method by which the disease was transmitted, there was more general agreement that the poison either entered the system through a minute wound caused before or during coitus or that the poison remained in the folds of the genital membranes and was absorbed into the system. The latter course explains the emphasis which doctors placed upon ablution as soon as possible after intercourse. The transmission of syphilis to innocent parties, especially hereditary syphilis, was also recognized.
Reflecting the diversity of opinion over pathology and diagnosis was the variety of methods of treatment recommended for syphilis, dependent on the type and stage of disease diagnosed. The chief weapon in the materia medica armoury was mercury which could be administered internally in the form of a pill, or externally as an ointment or in the form of a vapour bath. Experiments with hypodermic injections were not undertaken until the 1860s. Many pills were available, the most popular being the blue pill made from mercury, confection of roses, and powdered liquorice. Belloste's pills were concocted from mercury, aloes, rhubarb, scammony, and black pepper, while Sedillot's pills were composed of mercurial ointment, medicinal soap, and powdered marshmallow (Lancereaux, 1869 Q 5521) A common notion was that the mercury neutralized the venereal poison in the blood as alkali acts on acid, the inference being that the sooner one saturated the system with mercury the better were the chances of recovery. Others saw mercury not as an antidote but as a catalyst which quickened the train of symptoms. The failure to understand the action of mercury reflected the relative backwardness of therapeutics in the medical sciences. In spite of these areas of ignorance, in the absence of other effective forms of treatment for primary and secondary syphilis, mercury remained, in England, the general panacea, although continental doctors had become increasingly eclectic in their treatment of the disease.
Gonorrhoea was regarded with less concern than syphilis. In the male it was characterized by inflammation of the urethra, resulting in pain on passing water, and a yellowish-white discharge and sometimes a swelling of the testicles. It was recognized that the external symptoms were less obvious in the female and while an increased discharge, soreness in the vagina, and difficulty in passing water would be suspicious signs, only a thorough examination could settle the question. The vagina was believed to be the usual seat of the infection, although the labia, clitoris, and urethral meatus might also be attacked.
Solutions and lotions were increasingly used in treatment; mercury was regarded as a dangerous and ineffective therapy, but was still used in the first half of the century despite the warnings of Sir Astley Cooper (Waugh, 1971 ' (Hannay, 1837) As with syphilis, the disease was generally pronounced 'cured' with the disappearance of the extemal symptoms.
One of the more startling therapeutic episodes, which reflected not only the dissatisfaction of the medical profession with existing treatments but also their attitudes and ignorance towards venereal disease, was the attempt to provide immunity from syphilis as well as treatment by continual inoculation of the venereal virus. The immunity was characterized by an absence of sores and chancres and the constitution was thought to be no longer capable of being affected by syphilis. Joseph Alexandre AuziasTurenne presented his theory in 1850 to the French Academy of Medicine, where it was acrimoniously condemned, not for empirical reasons (though admittedly there was a shortage of case studies) but on the grounds that it was unethical to provide a prophylactic against syphilis. The British and Foreign MedicoChirurgical Review (1857a) initially supported the decision of the French institution to stop further research: ' We cannot deny that they had right on their side; this proposal was not only immoral, for the disease is one to which an individual voluntarily submits himself by a lapse from the rules of morality, but it was also most injudicious to subject a perfectly healthy person to the dangers of incurring a malady from which he might never again be able to free himself. ' The vehemence and indignation of the arguments against the 'syphilizers', as they were called, was often at the expense of logic and clarity, but the conclusion was self-evident: for the majority of doctors the venereal diseases were open to treatment but not to prevention. When prevention was discussed it centred in the. sanitary inspection of prostitutes and the need to encourage ablutions, not the possibilities of schemes of immunization.
This denial of the freedom to experiment did not, however, dissuade other doctors, and more systematic 'syphilization' experiments were carried out in the 1850s, chiefly by William Boeck of Christiania and Sperino of Turin. It was significant that they felt it necessary to justify their research on the grounds that they regarded 'syphilization' as an alternative to mercurial treatment and that they spoke increasingly less of its preventive properties. ' The great question in our opinion is in what cases should syphilization be employed ? As a prophylactic its adoption is unjustifiable, and even its discoverer now holds this opinion. Syphilization can therefore only be adopted where venereal disease already exists. ...' (Boeck, quoted in the British and Foreign Medico-Chirurgical Review (1857b)).
The actual method of treatment was both painful and prolonged. Numerous inoculations were made on the chest, arms, and legs of the patient, initially using matter from the syphilitic ulcer of another patient. The procedure was continued until the matter was no longer inoculable-this could be from 3 to 6 months. Such experiments were not the kind suited to the heroic gestures of self-exposure to danger by medical men and many of the guinea-pigs were prostitutes. The results, however, appeared to justify the continuation of the research; Boeck reported that primary and secondary syphilis were cleared and that there was an insignificant rate of relapse. As with mercury, the missing piece of the puzzle was the precise modus operandi of 'syphilization'. Not surprisingly, erroneous analogies were made with smallpox vaccination, but pathological knowledge was lacking and this treatment remained empirical.
The cautious attitude of British medicine to 'syphilization' held back testing of the treatment until William Boeck on a visit to England persuaded the surgeons at the London Lock Hospital to allow a trial. The tests were initiated by Boeck and then continued by James Lane and George Gascoyen (1867) in the cases of 27 patients. There was a high rate of recovery but Lane and Gascoyen disagreed whether this was due to the treatment. Lane believed that 'syphilization' had been beneficial to the patients and resulted in less liability to relapse, while Gascoyen attributed the improvement to the regular diet and rest in the hospital. Despite these differences they both firmly concluded that the treatment was not appropriate:
. 
